Background: Research suggests that children's reactions to peers with mental health problems are related to the maintenance and outcomes of these problems. However, children's perceptions of such peers, particularly those with internalising problems, are neither well researched nor understood. The present study aimed to test a series of models relating socio-demographic and attributional variables to the acceptance of hypothetical boys and girls with attention deficit hyperactivity disorder (ADHD) and depression. Methods: A sample of 595 participants, drawn from five different age-groups spanning early childhood to late adolescence, completed a booklet of questions in response to two vignettes describing the behaviour of hypothetical target peers with depression and ADHD. The sample was drawn from schools randomly selected in the east of Ireland. Results: The models indicated that age and gender of the participant, and the perceived responsibility of the target character for his/her condition, were the three most important predictors of acceptance in all models. However, the relationship between these variables and acceptance varied depending on the gender of the target child and the condition (depression or ADHD) in the models tested. Conclusions: The findings of the study suggest that the relationships between socio-demographic and attributional variables and acceptance of peers with mental health problems depend on the type of mental health problem under consideration. The findings have implications for the development of information and education programmes to improve the integration of children with mental health problems.
The prevalence of mental health problems among children and young people living in Europe is such that an estimated one-fifth experience emotional, conduct or hyperkinetic difficulties that affect their functioning at home, at school, and in the larger community (WHO, 2004) . The responses and reactions of the peer-group can greatly impact upon the maintenance of these difficulties and long-term outcomes (Deater-Deckard, 2001 ). However, children's awareness and knowledge of mental health problems is not well researched or understood (Hennessy, Swords, & Heary, 2008) . The available literature suggests that their attitudes, attributions and behavioural intentions towards those affected are mostly negative (e.g., Adler & Wahl, 1998; Walker, Coleman, Lee, Squire, & Friesen, 2008; Weiss, 1986 Weiss, , 1994 , although educational interventions can have a positive influence (e.g., Naylor, Cowie, Walters, Talamelli, & Dawkins, 2009) .
Still, many unanswered questions exist about the factors that, individually or in combination, influence children's reactions. Although it is recognised that early education about mental health and illness is crucial if stigmatising attitudes and beliefs are to change (Bailey, 1999; Wahl, 2002) , such intervention efforts must be informed by an understanding of the determinants of acceptance and rejection. This is an area that is essentially unstudied in the research literature. Investigations of children's perceptions of internalising conditions and girls with mental health difficulties are also underrepresented relative to those that examine reactions towards externalising conditions and affected boys.
The present study sets out to address the shortcomings of the existing published research by investigating how a model incorporating sociodemographic and attributional variables can predict acceptance of boys and girls presenting with an internalising and an externalising psychological disorder. But which variables might predict acceptance? The following paragraphs outline those that have been suggested in the literature and thus have been selected to comprise the model under investigation.
worthy of further investigation is gender. Gender might be important in relation to children's responses in three ways: children's attitudes and beliefs might vary as a function of their own gender (Campbell, Ferguson, Herzinger, Jackson, & Marino, 2004; Nowiki, 2006) , attitudes and beliefs might vary as a function of the gender of the child displaying the problem (e.g., Connor, Serbin, & Ender, 1978) , and attitudes and beliefs might be a function of the interaction between the child's own gender and the gender of the child displaying the problem (e.g., Guite, Walker, Smith, & Garber, 2000; Woodward, 1995) . Few studies have investigated the influence of a child's SES on his or her attitudes, although Roberts, Johnson, and Beidleman (1984) have noted how SES may impact upon understanding of mental illness and perceptions of different conditions.
Attributional variables
Perceived responsibility. Theory and research have suggested that children's attitudes and behavioural intentions towards peers with various mental health problems are at least partially determined by their understanding of the factors causing the problem. Attribution theory proposes that beliefs about perceived responsibility can influence interpersonal affect, which, in turn, can influence overt behaviours or behavioural intentions (Weiner, 1995) . Juvonen (1991) and Corrigan and colleagues (2007) reported how children's increasing beliefs about peers' responsibility for their deviant behaviours were linked with reports of increased anger and reduced sympathy. Such beliefs and reactions were then predictive of negative social consequences such as rejection and a lack of social support.
Beliefs about stress. Research investigating children's attitudes towards depressed peers has also suggested that responses are more positive towards peers who have recently experienced stress (Peterson, Mullins, & Ridley-Johnson, 1985) . Affected children are deemed less responsible for their condition, and rejection is a less likely outcome (Little & Garber, 1995) .
Beliefs about prognosis. Children's awareness of and views on the stability and durability of a condition can impact on their attitudes and behavioural intentions. Weriserbs and Gottlieb (2000) , for example, noted that a hypothetical peer presented with a temporary physical disability received more favourable responses than a peer presented with permanent difficulties. Giles (2003) and Giles and Heyman (2003, 2004) with colleagues have investigated children's beliefs that some behaviours are stable and innate. If these behaviours are problematic, such 'essentialist' thinking has been associated with poorer attitudes and less acceptance. It appears to occur particularly when children believe that a wrongdoing was committed intentionally (De Alencar, Maciel, Fernandes, & Patriota, 1984) , resulting in target peers being assigned trait labels such as 'nasty' or 'bad'.
The present study
The present study aims to highlight the factors that contribute to or hinder children's acceptance of peers with two specified types of mental health difficulty: depression (internalising condition) and ADHD (externalising condition). The decision to focus on these conditions was based on their prevalence among children and adolescents (Ford, Goodman, & Meltzer, 2003; Lynch, Mills, Daly, & Fitzpatrick, 2006) . For example, in Lynch et al. (2006) 15.6% of 12-to 15-year-olds met criteria for a current psychiatric disorder. The most common internalising condition experienced was affective disorders (affecting 4.5%), while the most common externalising condition experienced was ADHD (affecting 3.7%). Findings should make a significant contribution to the international literature on children's understanding of psychological problems by permitting a direct comparison of the factors predicting acceptance of peers with internalising and externalising disorders and by focusing on the significance of gender (of participant and target) for acceptance.
From reviewing theory and research in the area, the conceptual model outlined in Figure 1 was specified a priori. The variables that lend themselves to further investigation are: the participant's age, gender, SES, beliefs about responsibility for psychological disorders (as outlined in attribution theory), beliefs about recent life stress as a cause of the conditions (as linked with attribution theory), and beliefs about the stability of associated behaviours (as outlined in psychological essentialism), as assessed through predictions of future prognoses. The effect of each of these variables on children's acceptance is examined, as is the influence of the measured variables (participants' age, gender and SES) on responsibility, life stress and prognosis. The roles of responsibility, recent life stress and prognosis as mediating variables between age, gender and SES and acceptance will then be investigated.
The proposed conceptual model is examined separately for the ADHD and the childhood depression conditions, based on the finding that children and adolescents may differ in their reactions to different mental health problems (Jorm & Wright, 2008; Phelan & Basow, 2007; Walker et al., 2008) . In order to investigate any impact that the gender of the target child may have on participants' responses, for each condition a model for male targets and a model for female targets will be considered. Ethical approval for the research was granted by the Human Research Sub-Committee of the Research Ethics Committee of University College Dublin, Ireland.
Method

Participants
Participants consisted of 595 children and adolescents recruited from 20 randomly selected primary schools and secondary schools from the Irish Department of Education and Science published lists of schools in Leinster, the eastern region of Ireland. Boys and girls were sampled from three different primary school grades (with average ages of 6, 9 and 12 years) and from two different secondary school grades (with average ages of 14 and 16 years). See Table 1 for a detailed account of participant numbers, ages and gender for each school grade.
Materials
Data collected for the present study was part of a larger study investigating children's perceptions of psychological disorders in their peers. Participants completed a series of open and closed questions following short descriptions of hypothetical peers displaying the target behaviours (depression and ADHD -see Appendix A for sample vignettes). The first set of questions assessed participants' beliefs about the causes of the target behaviours. Data from these questions were subjected to factor analyses and resulted in the development of the Children's Attributions about Psychological Problems in their Peers (CAPPP) Scale (detailed in Swords, Hennessy, & Heary, 2010a) . Items from this scale and other questions taken from the booklet to comprise the conceptual model to be tested are detailed below. Please see Table 2 for example items for each of the measured variables. doi:10.1111/j. 1365-2214.2010.01151.x Responsibility: 'Responsibility' is a latent factor. It comprised the volition subscale from the CAPPP and a direct question on responsibility: 'Do you think that [target child] wants to act the way that he/she does?' The range of scores for the volition subscale was from 3 to 12 and for the responsibility item from 1 to 4. For both measures, higher scores indicated beliefs about higher responsibility for displayed behaviour.
Life stress: The life stress factor is also latent. It comprised the life stress subscale of the CAPPP. While the volition subscale items noted above were entered into the model in a 'parcel' along with the single responsibility question, the life stress subscale items are the only measure of the life stress latent variable and will thus be entered into the model as individual items. Scores ranged from 4 to 16 for the ADHD condition and from 4 to 20 for the depression condition (the life stress subscale of the CAPPP contains an extra item for internalising conditions). Higher scores indicated a greater belief that behaviour was due to experiencing recent life stress.
Prognosis: 'Prognosis' is latent and comprised two measured variables from the questionnaire booklet: 'What do you think [target child] will act like next year?' and 'What do you think [target child] will act like when he/she grows up?' Scores ranged from 1 to 3, with higher scores indicating a belief in a more favourable prognosis.
Acceptance: The latent variable of acceptance comprised the three subscales of the Shared Activity Questionnaire (SAQ: Morgan, Walker, Bieberich, & Bell, 1996) , a measure of children's behavioural intentions towards target characters across three broad dimensions of interactions: academic, general social, and active recreational. Scores range from 8 to 24, with higher scores indicating greater behavioural intentions to interact with the target peer.
In addition to the above, the following demographic variables were incorporated into the model.
Age: Participants' ages were entered in months. Ages range from 66 months to 241 months.
Gender: Males were coded as '0' and females were coded as '1'. SES: Parental education was used as a proxy for coding SES, which was based upon the highest level of education attained by the participants' parents/ guardians, as indicated on the study consent form. Lower SES was defined as second-level schooling completion certificates or less and is assigned the code of '0'. Higher SES was defined as any post-second-level certificates, diplomas or degrees and is assigned the code of '1'.
Procedure
Children and adolescents with written parental consent who also verbally assented to take part were randomly presented with one of two versions of the questionnaire booklet. Version one contained a male ADHD vignette character and a female depression vignette character while version two contained a female ADHD vignette Factors associated with acceptance of peers with mental health problems character and a male depression vignette character. Participants in the secondary school (14-and 16-yearolds) and the oldest group of primary school children (12-year-olds) were instructed to work through the booklet by themselves, but were invited to ask the researcher for assistance at any stage. Pilot-testing indicated how the younger participants might be assisted and so the 9-year-olds completed the scale in small groups with the help of the researcher, while the 6-year-olds were taken through the questions on a oneto-one basis with the researcher who read the vignettes, items and response options aloud and transferred replies onto the booklet. All testing took place in participants' classrooms during the school day. At secondary school level, introducing and completing the questionnaire usually took the most part of one 40-minute class period. At primary school level, times varied from 30 minutes per child, when interviewing the youngest (6-year-old) participants, to 45 minutes for an entire class, as with the 12-year-old students.
Plan for data analysis
This study aimed to develop a theoretical model of the relative contributions of socio-demographic and attributional variables in children's acceptance of psychologically disordered peers with ADHD and depression. This model was specified a priori and estimated using LISREL 8.3 for the ADHD data and the depression data separately. Within each condition (ADHD and depression), two models were tested: one with only male target characters and one with only female target characters. Covariance matrices were computed using PRELIS2.3 and analysed using maximum likelihood estimation.
Results
In Figure 2 typical path diagram conventions are followed so that latent variables are represented as circles and measured items (y 1 -y 12 ) are represented as boxes. In order to lessen the complexity of the diagram, the measurement error for each item has been omitted. Arrows connecting the latent variables and the items that comprise them are factor loadings. Arrows between latent variables are regression coefficients. In evaluating the success of both models, guidelines suggested by Hoyle and Panter (1995) were followed and so chi-square tests were consulted along with the Incremental Fit Index (IFI), the Comparative Fit Index (CFI) and indices based on the proportion of variance accounted for, such as the Goodness of Fit Index (GFI). Additionally, the root mean square error of approximation (RMSEA) value with 90% confidence intervals is reported along with the standardised root mean square residual (SRMR).
The estimated ADHD and depression models for male and female target peers all performed well on measures of model 'fit' with the empirical covariance matrices created from the study's data. In each case, the chi-square values were appropriate (the ratio of the chi-square to the degrees of freedom was between two and five) and the fit indices all exceed the recommended value of 0.90. In addition, the RMSEA and SRMR values are less than the recommended value of 0.08.
Descriptive statistics for the observed items from the questionnaire used in the SEM models for ADHD and depression to comprise latent variables are presented in Table 2 . The standardised factor loadings for each of the measured variables on their respective latent variables are also listed.
ADHD models
When the target peer was male, age (b = 0.21; p < 0.01) and gender (b = 0.15; p < 0.05) had significant effects on acceptance. Thus, older children were more positive than younger children and girls were more positive than boys. The latent variables of responsibility (b = )0.31; p < 0.05), life stress (b = 0.28; p < 0.05) and prognosis (b = 0.22; p < 0.05) predicted acceptance. Greater beliefs about the male peer's responsibility for his condition were associated with less acceptance. Beliefs that the male peer's condition was due to recent life stress and had a favourable prognosis for the future were associated with more acceptance.
Age also affected beliefs about responsibility (b = )0.21; p < 0.05) and prognosis (b = )0.23; p < 0.01) towards the male peer, with older children believing him to be less responsible for his condition but also less likely to improve in the future (Figure 3 ). In addition, older children were less likely to endorse life stress (b = )0.39; p < 0.01) as a cause of his condition. Age was found to have a low significant indirect effect on acceptance through responsibility (b = 0.06; p < 0.05). None of the other regression coefficients were statistically significant.
When the target peer was female, age (b = 0.20; p < 0.01) and gender (b = 0.39; p < 0.01) again had significant effects on acceptance (Figure 4) . Thus, older children were more positive than younger children and girls were more positive than boys. Acceptance was not significantly predicted, either directly or indirectly, by any of the other variables. A significant effect was noted between gender and prognosis (b = 0.58; p < 0.05), where girls believed more strongly that their female peer would improve her Factors associated with acceptance of peers with mental health problems behaviours in the future, and gender and responsibility (b = )0.18; p < 0.05), where girls held the female target character less responsible for her behaviour.
Depression models
When the target peer was male, age (b = )0.15; p < 0.05) had a significant effect on acceptance, with older participants reporting less favourable attitudes ( Figure 5 ). Only the latent variable of responsibility (b = )0.33; p < 0.01) predicted acceptance, where greater beliefs about responsibility resulted in less acceptance. Age had an effect on responsibility (b = )0.23; p < 0.01), life stress (b = 0.34; p < .01) and prognosis (b = )0.22; p < 0.01). Thus, older participants were more likely to assign the male peer less responsibility and believe that symptoms were due to recent life stress, but believe that prognosis was not favourable. Gender affected responsibility (b = )0.21; p < 0.01) and life stress (b = 0.14; p < 0.05), with girls assigning less responsibility to the hypothetical male peer and believing more that his symptoms might be due to recent life stress. Both age and gender indirectly predicted acceptance through responsibility (b = 0.08; p < 0.05 and b = 0.07; p < 0.05, respectively). None of the other regression coefficients were statistically significant.
When the target peer was female, gender (b = 0.45; p < 0.01) had a significant effect on acceptance (Figure 6) . Thus, girls were more positive than boys towards the female depressed peer. Acceptance was not significantly predicted by any of the other variables.
Age had an effect on life stress (b = 0.42; p < 0.01) and prognosis (b = )0.16; p < 0.01). Thus, older participants were more likely to believe that symptoms of depression were due to recent life stress but also believe in an unfavourable prognosis. Again, gender affected responsibility (b = )0.14; p < 0.05) and life stress (b = 0.16; p < 0.05), with girls assigning less responsibility to the hypothetical female peer and believing more that her symptoms might be due to recent life stress. None of the other regression coefficients were statistically significant.
A summary of the findings and a discussion of their implications with regard to theory and practice will be provided in the next section of this paper. Con- Figure 6 Standardised solutions for depression model with female target peers. * = p < 0.05; ** = p < 0.01 sidering the very low values (b less than 0.1) found through analyses of indirect effects, the discussion will focus on the factors that directly impacted upon children's acceptance of hypothetical peers with ADHD and depression. The effect of age, gender and SES on the mediating variables of responsibility, life stress and prognosis will also be evaluated.
Discussion
This study aims to test a series of conceptual models of the factors that contribute to children's acceptance of peers with mental health difficulties. In doing so, the authors have tested models for two of the more common mental health problems during childhood, namely depression and ADHD. These different models allow one to reflect on whether there are shared or unique contributory factors in the acceptance of peers with internalising and externalising disorders. In addition, the authors have examined children's attitudes towards a male and female version of each condition, in recognition of the role that gender can play in children's peer relationships.
Results indicated that the three most important predictors of acceptance of peers with psychological difficulties were age, gender of the participant and perceived responsibility. However, the role of these variables was found to vary depending on the condition and the gender of the target child. Age was a significant predictor of acceptance for three of the four models (both the male and female character with ADHD; and the male character with depression). Within the ADHD models, older participants tended to give higher ratings of acceptance. In contrast, for the male depressed character, older age predicted less acceptance of the target character. A further important predictor of acceptance across three of the four models was the gender of the participant. Female participants gave higher ratings of acceptance for both male and female characters with ADHD and the female character with depression. Finally, greater belief in the target child's responsibility for his condition was associated with less acceptance for the male target characters only (both ADHD and depression). Indeed, beta values indicate that perceived responsibility was the most important predictor of acceptance when the target character was male. Further work is required to explore why attributions of controllability have a greater influence in judgements of boys in comparison to girls.
Across all models, SES was not significantly related to acceptance or indeed any of the mediating variables. However, the measurement of SES within the current study was crudely based on a dichotomous variable (high/low), so further work using a more differentiated method of measurement may be required.
The two remaining mediating variables examined in this study, prognosis and life stress, were only significant predictors of acceptance for the male target character with ADHD. Within this model, greater endorsement of life stress amongst the participants and beliefs that ADHD had a favourable prognosis were associated with greater acceptance.
In considering the above findings, it is important to reflect on the method used. The current study depicts hypothetical peers with mental health difficulties, focusing on behavioural descriptions and avoiding the use of labels. Unlike much previous research, the vignettes have been validated through ratings of clinical psychologists (Hennessy & Heary, 2009 ). However, while vignettes are a common technique used in the literature, the responses provided may not reflect children's actual behavioural responses to real-life peers in real-life situations. In one of the few studies comparing children's responses to hypothetical and actual peers, more favourable responses were reported in the hypothetical scenarios (Juvonen, 1991) . Thus caution must be exercised in over-generalising these findings.
While previous research has examined an array of individual socio-demographic and attributional variables as potential predictors of acceptance for different types of mental health conditions, this is one of the few studies to examine the combination of these variables within an individual study. In doing so, the current study was able to assess the direct and indirect relationships between each of these predictors and the outcome variable of children's behavioural intentions. Furthermore, these models focused on specific common childhood mental health difficulties, in comparison to other published studies which test models of stigma towards peers labelled as having the general term 'mental illness' (e.g., Corrigan et al., 2007) . Furthermore, the measures in the current study and the associated vignettes were specifically derived for children and young people on the basis of previous qualitative research, in contrast to some previous work which has tended to draw upon adult literature.
However, a number of steps can be taken in moving this topic of investigation forward. The current models still leave a significant proportion of variance in behavioural intentions towards peers with depression or ADHD unaccounted for. Expansion of this model to include other factors, such as the quality of previous contact, could be considered. Also, because the development of the models was theory-driven rather than exploratory, no post-hoc modifications occurred and no alternative models were investigated. Future research might examine alternatives to what is currently proposed. Finally, the current study focuses on one component of attitudes, namely, behavioural intentions, but does not incorporate cognitive or emotional components. In addition, it assesses only children's behavioural intentions and not their actual behaviour. The applicability of this model to other attitudinal components (using both implicit and explicit measures) and actual behavioural outcomes could be avenues for future investigation.
Factors associated with acceptance of peers with mental health problems Despite, the above limitations, the current findings have a number of significant implications. In particular, the observed negative relationship between age and acceptance towards the male character with depression deserves consideration. It is contrary to the increasing tolerance and acceptance that was observed amongst older peers towards both male and female characters with ADHD and is particularly worrying considering how depressive disorders confer an increased risk of suicidal behaviour and, internationally, suicide is a leading cause of death in the 10-to 24-year-old age group, with more boys than girls taking their own lives (Centre for Disease Control, 2009; Wasserman, Cheng, & Jiang, 2005) . The responses of peers to such difficulties are particularly important, as research suggests that friends are one of the more common sources of support when mental health issues arise (Swords, Hennessy, & Heary, 2010b) . Creating a peer environment that is inclusive and accepting remains a fundamental challenge.
Conclusion
The current study highlights both common and unique predictors of acceptance towards peers with ADHD and depression. However, even when common patterns emerge they are not always uniform across all participants. Judgements of children and adolescents with mental health difficulties vary depending on the age and gender of the evaluator. A key finding of the current study is that children do not have unitary conceptions of mental illness; but make clear distinctions in their attributions and behavioural responses when faced with peers with different types of psychological difficulties. Thus, our efforts to understand children's reactions to peers with psychological difficulties and our efforts to promote positive interactions within the peer group must take this into account.
